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Executive summary 
The current report assesses the findings of an analysis of the Divisions of General Practice Program 
(DGPP) Access performance indicator 2: the proportion of Aboriginal and Torres Strait Islander 
people receiving comprehensive health care checks - Child Health Checks (CHCs); Adult Health 
Checks (AHCs); and 55+ Health Assessments (HAs). 
 
Data from Medicare were analysed together with the Divisions’ explanations of the findings. Two 
Divisions were excluded from analyses due to missing information. Many Divisions had incomplete 
data due to Medicare embargos for privacy reasons. 
 
The key findings from this report are listed in Table 1. 
 
Table 1 Summary of key findings 
Overall health checks & population coverage 
7% Aboriginal and Torres Strait Islander population received CHCs and AHCs; 13% received 55+ HAs  
Compared to 2008 health checks and assessments: 
• There was no change in the proportion of Aboriginal and Torres Strait Islanders receiving health checks (CHCs, AHCs, 
HAs) in 2009. While the number of health checks in this population increased between 2008 and 2009 (16% increase 
in total health checks and assessments from 2008), the proportion of the population receiving health checks in 2009 
remained the same as in 2008 (7%) due to a corresponding increase in the Aboriginal and Torres Strait Islander 
population.  
Health checks across States and Territories 
Compared to other health checks: 
• 55+ Health Assessments were received by the largest proportions of eligible patients across all States and Territories 
Compared to other States 
• Northern Territory Divisions reported the largest proportions of eligible patients receiving all health checks and 
assessments  
• Tasmania Divisions reported the smallest proportions of eligible patients receiving health checks. 
Health checks by RRMA 
Compared to other RRMA areas: 
• Divisions in remote areas reported the largest proportions of eligible patients receiving all health checks (eg. 21% 
received HAs) 
• Divisions in metropolitan areas reported the smallest proportions of eligible patients receiving all health checks (eg. 
5% received CHCs and AHCs). 
Divisions’ activities related to improving access 
The largest proportions of Divisions reported: 
• Promotion of Indigenous health issues 
• Participation in community projects 
Large proportions of eligible patients receiving health checks were associated with Divisions that were engaged in: 
• Recruitment of Indigenous staff 
• Professional development for Indigenous staff 
Divisions with large Aboriginal and Torres Strait Islander populations were more likely to deliver programs aimed at 
increasing access compared to those with smaller populations. 
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Barriers to enhancing access identified by Divisions 
• Inadequate identification of Aboriginal and Torres Strait Islander status. This may be due to: 
 Poor understanding in general practice of the importance of identifying status 
 Hesitation among general practice staff to ask patients about status  
 Aboriginal and Torres Strait Islander people neglecting to self-identify 
 Limitations of medical software to capture status information 
• Workforce shortages hindered delivery of health checks 
• Lack of awareness/acknowledgement of the need for preventive care services among Aboriginal and Torres Strait 
Islanders 
• High mobility within the Aboriginal and Torres Strait Islander population 
• Lack of patient transport to services. 
Enablers to enhancing access identified by Divisions 
• Enhance identification of Aboriginal and Torres Strait Islander status 
 Use of practice visits, educational activities and distribution of resources to increase awareness and understanding of 
the importance of identifying Aboriginal and Torres Strait Islander status 
 Training in data management and extraction systems (eg. PEN CAT) to prompt identification of status 
• Allocation of practice nurses to areas of high need; and collaboration with Aboriginal Health Workers 
• Enhancing connection with local Aboriginal and Torres Strait Islander communities 
 Training general practice in delivery of culturally appropriate services 
 Engaging trained Aboriginal Health Workers and liaison workers. 
Incomplete claiming of MBS items 
Not all MBS items were claimed due to: 
• Lack of administrative skills 
• Lack of awareness of MBS items 
• Procedural difficulties associated with claiming. 
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Overview  
The Primary Health Care Research and Information Service (PHC RIS) collects and manages data 
from Divisions of General Practice six and 12 month reports, and the Annual Survey of Divisions 
(ASD). Therefore, PHC RIS is in a unique position of having intimate knowledge of a large database 
of current and longitudinal information about Divisions’ activities. Appropriate analyses of data 
contained in Divisions’ six and 12 month reports integrated with ASD data may shed light on the 
relationships between contextual information and process and outcome indicators.  
 
This brief report is the fourth in a series designed to:  
1 Construct a comprehensive picture of the range, processes and outcomes of Divisions’ 
actions, by integrating information from the ASD with six and 12-month reporting data. 
2 Identify the characteristics associated with Divisions’ ability to report on National Performance 
Indicators (NPIs). 
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Introduction 
Aboriginal and Torres Strait Islander Australians experience a significantly shorter life expectancy 
than non-Aboriginal and Torres Strait Islander Australians. Current estimates place this gap at 11.5 
years for males (67.2 compared to 78.7 years) and 9.7 years for females (72.9 compared to 82.6 
years).1 This shortened life expectancy is largely due to chronic conditions, including cardiovascular 
disease, diabetes, and respiratory disease.2 In response to this, the Australian Government 
developed a number of Medicare items aimed at providing preventative primary health care 
services to avoid the development of chronic disease. Four items were developed which fall under 
Medicare’s Enhanced Primary Care (EPC) scheme3: 
 Child health checks (0-14 years) (CHCs; item no 704) were enacted in 2006 
 Adult health checks (15-54 years)  (AHCs; item no 710) in 2004 
 55+ health assessments (55+ years) (55+ HAs; item no’s 704 and 706) in 1999.4  
 Individuals are eligible for these assessments every nine, 18 and 12 months respectively. 
 
This report evaluates gains made in improving the health of Aboriginal and Torres Strait Islander 
Australians through the use of these items. It interprets the 2008-09 12 month report data from 
one of the National Performance Indicators (NPIs) for the Divisions of General Practice Program 
(DGPP). This indicator relates to Access, specifically:  
 
DGPP Access 2: The number of health checks and health assessments provided to 
patients of Aboriginal and/or Torres Strait Islander origin by general practitioners 
within the Division (compared to the estimated population in the area who could 
benefit from the health check). 
 
Improvement in this indicator is considered to be an increase in the proportion of the population for 
whom a health check was conducted. Therefore, Divisions’ performance is assessed according to 
their ability to generate an increase in population coverage with CHCs, AHCs and HAs. 
 
                                              
1  Australian Bureau of Statistics (ABS) (2009). 3302.0.55.003 - Experimental Life Tables for Aboriginal and Torres Strait 
Islander Australians, 2005–2007. Accessed from ABS website 
<http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3302.0.55.0032005–2007?OpenDocument>. 
2  Australian Institute of Health and Welfare. (2008). The health and welfare of Australia’s Aboriginal and Torres Strait Islander 
peoples 2008. Canberra: AIHW. 
3 Australian Government Department of Health and Ageing. (2009). MBS primary care items. Accessed from the Department of 
Health and Ageing website <http://www.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-History>  
4 Kehoe H, Lovett RW. (2008). Aboriginal and Torres Strait Islander health assessments: Barriers to uptake. Australian Family 
Physician, 37 (12) 1033-1038. 
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Method 
Number of Divisions reporting 
One hundred and thirteen Divisions completed 12 month reports against NPIs for the 2008-09 
reporting period. Quantitative and qualitative on-line data for the DGPP indicator Access 2 were 
extracted for 110 Divisions that submitted reports using the Divisions Information Online System 
administered by PHC RIS, while a further three reports were added manually (the two Division-
State Based Organisation hybrids ACT & NT, and one Division that submitted late). Additional 
quantitative data were derived from the 2007-08 ASD. Relevant questions from the ASD and 
technical details on DGPP indicator Access 2 are provided in  
Appendix A. SPSS (Version 17) was used to analyse quantitative data. 
 
113 Divisions reported on this indicator, however one Division did not complete their ASD and 
another Division’s data was marked ‘not for publication’ (nfp).5 Of the remaining 111 Divisions: 
 32 Divisions had 2009 CHC numbers that were nfp 
 19 were unable to publish the number of AHCs delivered in their catchment area due to nfp 
 HA data for 41 Divisions were unavailable for analysis due to nfp. 
 
We analysed the data from only those Divisions that were able to publish both the number of 
specific services provided and the number of eligible patients in the catchment area. The number of 
Divisions for which both population and service data were available was 79 (CHC), 92 (AHC), 70 
(HA). 
 
Data 
Medicare Australia was the source of data for this indicator. PHC RIS auto-populated the data 
obtained by the Australian Government Department of Health and Ageing (DoHA) into each 
Division’s 12 month report. The Access 2 results table in Divisions’ 12 month reports is divided into 
two sections, the first showing baseline data from the previous year (2007-08), and the second 
showing current results for 2008-09.  
These comparative data showed the: 
 number of Aboriginal and Torres Strait Islander patients who received CHCs, AHCs or 55+ 
HAs, and 
 the population numbers of Aboriginal and Torres Strait Islanders for whom the health checks 
were applicable. 
 
To accompany the quantitative results tables, Divisions were able to enter free form explanatory 
text. Supplementary data were drawn from the 2007-08 ASD6 regarding state, Rural, Remote and 
Metropolitan Areas system (RRMA) category and relevant Division activities. 
 
Procedure 
As data quality and completeness were not expected to be an issue with nationally-supplied data, 
this report addresses results according to: 
 state and RRMA categories 
 relationship to relevant ASD variables about Divisions’ activities 
 explanatory text to contextualise and provide insight into the Divisions’ quantitative results. 
                                              
5 NFP is applied where Medicare Australia does not provide data to the Department of Health and Ageing for inclusion in the 
Divisions’ datapack as numbers of practices/GPs are too small for anonymity to be preserved. 
6 Data from 2008-09 ASD were unavailable when analyses were conducted. 
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Results 
Health checks and population coverage 
The total number of Aboriginal and Torres Strait Islander Australians identified in the amended 
dataset for 2009 is 492 285. Within this population: 
 13 577 CHCs were performed, covering 7% of the identified Aboriginal and Torres Strait 
Islander child population (n=183 802). 
 17 658 AHCs were performed, covering 7% of the Aboriginal and Torres Strait Islander adult 
population (n=270 237). 
 4 932 55+ HAs were performed, covering 13% of the eligible population (n=38 246). 
 36 167 of these services were provided overall. Assuming the health checks and assessments 
were delivered to unique individuals, this represents coverage of 8% of the identified 
Aboriginal and Torres Strait Islander population (see Table 2). 
 
Table 2 Uptake of Aboriginal and Torres Strait Islander child health checks, adult 
health checks and 55+ health assessments from 2008 to 2009 
 2008 2009 Change from 2008 
Relevant child population  N=172 108 N=183 802 N= +11 694 (7%) 
n % n % n % 
Child Health Checks Performed 
12 058 7 13 577 7 +1 519 +13 
Relevant Adult population N=268 573 N=270 237 N= +1 664 (<1%) 
n % n % n % 
Adult Health Checks Performed 
15 138 7 17 658 7 +2 520 +17 
Relevant Adults 55+ population N=38 145 N=38 246 N= +101 (<1%) 
n % n % n % 
55+ Health Assessment Performed 
3 941 10 4 932 13 +991 +25 
Total Aboriginal and Torres Strait 
Islander patients 
N=478 826 N=492 285 N=+13 459 (3%) 
n % n % n % Total Health Checks and 
Assessments Performed 31 137 7 36 167 7 +5 030 +16 
 
Compared with 2007-08: 
 13% more CHCs and 17% more AHCs were conducted, keeping pace with increases in eligible 
populations. The proportion of population covered remained steady, at 7% in both cases.  
 25% more ATSI adult 55+ HAs were conducted, covering an additional 3% of the eligible 
population (13% compared with 10% in the previous year). 
These figures indicate that the growth in the uptake of health checks matched the growth in the 
Aboriginal and Torres Strait Islander community, therefore higher rates of population coverage 
were not observed.  
 
The number of HAs increased by 25% between 2008 and 2009, compared with CHCs at 13%, 
which may reflect that HAs have existed for a longer period of time (established in 1999 vs. 2006 
for CHCs); or that health literacy in this population has increased.  
 
State differences 
Results showed that the NT consistently delivered services to the greatest proportion of their 
Aboriginal and Torres Strait Islander populations, for CHCs (12%), AHCs (10%) and 55+ HAs 
(20%; see Figure 1 below). Conversely, Tasmania delivered the least, delivering CHCs and AHCs to 
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less than 1% of the eligible population, and 55+ HAs to 1% of the eligible population. Figure 1 
demonstrates that the largest proportions of Aboriginal and Torres Strait Islander health checks in 
most states were 55+ adult HAs, with the exception of South Australia where CHCs and HAs 
covered similarly small proportions of the population.  
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Figure 1 Proportion of eligible persons receiving service by jurisdiction  
 
RRMA 
Eligible Aboriginal and Torres Strait Islander populations in remote areas were most likely to 
receive CHCs (13%), AHCs (11%) and 55+ HAs (21%), while metropolitan populations were least 
likely (CHCs 5%, AHCs 5% and HAs 9%; see Table 3 in Appendix B). In every RRMA category, the 
proportion of eligible persons receiving HAs was around double the proportion receiving either 
CHCs or AHCs, except in rural-remote and remote areas where CHC rates were slightly closer to HA 
rates. 
 
Division activities aimed at improving access for Aboriginal and Torres Strait Islander 
persons.  
Figure 2 shows the proportions of Divisions7 reporting specific activities to improve Aboriginal and 
Torres Strait Islander access to services. Results showed that within all of these Division groupings, 
the most commonly reported activities were promoting Aboriginal and Torres Strait Islander health 
issues, and participating in community projects and Aboriginal and Torres Strait Islander 
organisations. In contrast, the smallest proportions of Divisions reported recruiting Indigenous 
staff. 
 
                                              
7 where 2008-2009 data for health checks and assessments were available. 
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Figure 2 Proportion of Divisions engaged in activities to improve Aboriginal and Torres 
Strait Islander access to services, where data for CHCs, AHCs, or 55+ HAs were available 
in 2008-09 
 
In addition, it appeared that Divisions delivered programs that were relevant to their population 
characteristics. Divisions that delivered programs aimed at increasing access tended to do so when 
they had a larger Aboriginal and Torres Strait Islander population compared to those that did not 
deliver such programs (see Table 4 in Appendix B).  
 
The extent of population coverage for CHCs, AHCs and 55+ HAs was examined in relation to the 
same ten Division activities to increase Aboriginal and Torres Strait Islander access to services8. 
Slightly higher population coverage rates were observed across all three service types (CHCs, AHCs 
and 55+ HAs) where Divisions participated in Aboriginal and Torres Strait Islander staff recruitment 
and professional development (see Figure 3 below). In particular, 7% more 55+ Aboriginal and 
Torres Strait Islander adults received HAs where Divisions targeted recruitment of Aboriginal and 
Torres Strait Islander staff; and 5% more received HAs where Divisions provided professional 
development for Indigenous staff. Paradoxically, as shown in Figure 2, recruitment of Indigenous 
staff was undertaken by less than 30% of Divisions.  
                                              
8 These activities were Aboriginal and Torres Strait Islander staff: Recruitment; Aboriginal and Torres Strait Islander staff: 
Professional development; Aboriginal and Torres Strait Islander services: Recruitment; Introduce Aboriginal and Torres Strait 
Islander services to existing clinic/practice; Participation in community projects; Support development of Aboriginal and Torres 
Strait Islander clinics; Participation in Aboriginal and Torres Strait Islander organisations; Cultural sensitivity training; 
Promoting Aboriginal and Torres Strait Islander health issues; Assist in grant applications; Divisions indicated that ‘yes’ they 
had or ‘no’ they had not participated in these activities. 
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Figure 3 Proportion of eligible persons receiving service by Division participation in 
Aboriginal and Torres Strait Islander staff recruitment and professional development 
 
Divisions’ explanations of results 
Barriers and Enablers to identifying Aboriginal and Torres Strait Islander persons 
An examination of comments from Divisions revealed a range of explanations for the actions taken 
in their local area. Divisions widely recognised, and expressed concern, that practices did not 
routinely identify the Aboriginal and Torres Strait Islander status of their patients. At a practice 
level, these low rates were thought to reflect a lack of understanding about the importance of 
capturing this information (often coupled with a perception of low Aboriginal and Torres Strait 
Islander populations where practices are located), sensitivities about asking patients about their 
Aboriginal and Torres Strait Islander status, Aboriginal and Torres Strait Islander people declining 
to self identify, and medical software limitations in capturing this information. 
 
Divisions identified a range of enabling factors in increasing Aboriginal and Torres Strait Islander 
identification rates in general practices. Many of these enabling factors were maximised through 
Division activities and programs. They included: 
 Targeting practice staff through practice visits, educational activities and distribution of 
resources to build awareness and understanding about the importance of Aboriginal and 
Torres Strait Islander identification, and strategies to achieve it. The benefits were framed in 
the following ways: 
o Improved Aboriginal and Torres Strait Islander health outcomes 
o Meeting accreditation requirements 
o Financial benefits to practice 
 Training in data management and extraction systems such as PEN CAT, which prompt the 
identification of Aboriginal and Torres Strait Islander status, and enable systematic processes 
of care for identified patients. 
 
Provision of CHCs, AHCs and 55+ HAs 
In reflecting on CHC, AHC and HA results, Divisions noted that in many cases Aboriginal and Torres 
Strait Islander people preferred to attend Aboriginal health services rather than mainstream 
general practice, for reasons of ‘cultural safety’: “Network's consultation with the local Aboriginal 
community tells us there is a reluctance to use general practice services as it is felt they are not 
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always culturally appropriate or sensitive”’. Therefore, Divisions have focused on encouraging and 
supporting Aboriginal health services and working with mainstream practices to develop stronger 
links with Aboriginal and Torres Strait Islander communities. 
 
General barriers and enablers 
Divisions reported that workforce shortages undermined the delivery and claiming of Aboriginal and 
Torres Strait Islander health checks and may impact significantly upon Aboriginal health services as 
well as private clinics. In addition, when new GPs commenced, it took time to build the 
relationships and trust necessary to implement systems of care. Efforts to circumvent these 
problems with workforce have focused somewhat on the allocation of practice nurses to areas of 
high need, and greater utilisation of Aboriginal and Torres Strait Islander Health Workers: “This 
involved the provision of clinical supervision by a GP for recently trained AHW (Aboriginal Health 
Workers) to implement the completion and claiming of health checks, which has been successful 
and proven in the data shown above.” 
 
Other barriers identified by Divisions included: 
 Aboriginal and Torres Strait Islander people do not consider preventive care relevant or 
necessary. Recommended health checks are often viewed with suspicion, signalling a need to 
build awareness and confidence within Aboriginal and Torres Strait Islander communities 
about these systems of care. 
 High mobility within the Aboriginal and Torres Strait Islander population has implications for 
continuity of care. 
 (Anecdotal) evidence that Aboriginal and Torres Strait Islander people are not registered with 
Medicare. 
 Access problems, particularly where transport to services is lacking. 
 
Divisions also highlighted the importance of connecting with local Aboriginal and Torres Strait 
Islander communities, to develop trust, identify needs, and deliver high quality, culturally sensitive 
services. A range of approaches were reported to deliver on these outcomes, including: 
 Training general practice in the delivery of culturally appropriate services. 
 Engagement of trained Aboriginal Health Workers to bridge the cultural divide often 
experienced in general practice. 
 Engagement of Aboriginal and Torres Strait Islander liaison workers to develop links between 
general practice and Aboriginal and Torres Strait Islander communities, along with other 
forums to develop communication and understanding (eg. community forums, participation 
on committees). Part of this process is about communicating the value of health checks to 
Aboriginal and Torres Strait Islander people: “One of the important barriers to an increase in 
the number of Health Checks is convincing opinion leaders in the local Aboriginal Community 
of their value. Until recently they were only seen as a irrelevant money-making schemes for 
the AMS, not really in touch with what was required for Aboriginal Health. The Division is 
turning this around with evidence of the early health problems that are being detected 
through their use.” 
 Divisions reported a range of creative responses to bring services directly into Aboriginal and 
Torres Strait Islander communities. For example, “the Division's Aboriginal Primary Health 
Care Team has conducted 385 Aboriginal health checks in conjunction with our Roving GP at 
a clinic held once a week … at community centres and local schools. The health checks were 
promoted via yarning groups convened by the Division Aboriginal Primary Health Care Team, 
through their community contacts, community activities and schools”. 
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Item claiming 
A number of barriers beset the claiming of health check items. Some Aboriginal Medical Services 
(AMSs) were either not aware of the available items, or specifically chose not to use Medicare as a 
source of funding (eg. NACCHO funded Aboriginal and Torres Strait Islander health services in 
Tasmania). In some cases organisations lacked administrative skill in claiming the items; and 
dealing with paperwork and bureaucracy were identified as deterrents. 
 
In mainstream general practices, health checks were often commenced but not completed, and 
therefore not claimed: “As part of the Aboriginal Child Health Check project many more child health 
checks were completed but not all could be claimed through Medicare due to incorrect Medicare 
details or failure of parents to return children to GP practice for completion.” 
 
Divisions commonly observed that Aboriginal and Torres Strait Islander health checks were 
conducted, but not claimed through the available MBS items. This occurred both in AMS and 
general practice settings.  
 
Concerns about the Performance Indicator (PI) 
Some Divisions expressed concerns about the current PI addressing Aboriginal and Torres Strait 
Islander health checks and assessments, as the results were based on the percentage of Aboriginal 
and Torres Strait Islander people in the catchment, but many Aboriginal and Torres Strait Islander 
people cross Division boundaries to attend preferred Aboriginal Medical Services rather than local 
general practice. This needs to be recognised as limiting the extent to which general practice can 
service much of the Aboriginal and Torres Strait Islander population with these MBS items. 
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Discussion 
The total number of Aboriginal and Torres Strait Islanders included in this report reflect 
approximately 95% of the ABS’ estimated Australian Aboriginal and Torres Strait Islander 
population.9 Therefore, the figures in this report represent a reasonable estimate of the trends in 
Aboriginal and Torres Strait Islander health checks across Australia. 
 
There has been significant growth in the Aboriginal and Torres Strait Islander population under the 
age of 14, and very minor increases reported in the adult section of the population. Significant 
growth was observed in the number of health checks performed for all three of the age groups 
(CHCs, 0-14 years; AHCs, 15-54 years; HAs, 55+ years). This growth matched population growth 
in the adults and children, though an increase in coverage by 3% was observed in people aged 55 
and over. Of all the health checks, 55+ HAs covered the largest proportion of their intended 
population. 
 
On a state-by-state comparison, the NT consistently outperformed the other states in their health 
check coverage of Aboriginal and Torres Strait Islander populations, for CHCs, AHCs and HAs. 
Tasmania, by contrast delivered CHCs and AHCs to less than 1% of the population. This finding is 
consistent with previous analyses conducted by the Australian Institute of Health and Welfare.10 
Qualitative text suggests that one reason for the low performance in Tasmania may be the 
intractability of the Tasmanian AMS’ decision not to claim the MBS items, despite encouragement 
by the Divisions. 
 
Aboriginal and Torres Strait Islander people in remote areas were the most likely to receive CHCs, 
AHCs and HAs. The degree of coverage in the population decreased with urbanisation, with 
metropolitan Divisions populations experiencing the lowest level of coverage. Findings indicated 
that Divisions were more likely to deliver programs aimed at increasing access in areas where 
there were more Aboriginal and Torres Strait Islander people compared to areas with a smaller 
population. 
 
Observable differences existed in the population coverage rates between Divisions that did and did 
not deliver programs focused on the recruitment of, and professional development for, Aboriginal 
and Torres Strait Islander staff in health services. In areas where these programs were delivered, 
more of the population received CHCs, AHCs and HAs compared to areas where the recruitment 
and professional development programs were not delivered. Evidence from other sources is 
consistent with these findings in that health services with more Aboriginal and Torres Strait 
Islander staff deliver higher rates of AHCs.11 
 
A key barrier in the uptake of these MBS items was the failure to identify Aboriginal and Torres 
Strait Islander patients. This issue was systematic and pervasive, and many Divisions reported it as 
a problem. Despite efforts by Divisions, there was still a failure to recognise the importance of 
                                              
9 Australian Bureau of Statistics. (2009). Experimental estimates of Aboriginal and Torres Strait Islander Australians. Access 
online from the ABS website: <http://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/3238.0.55.001Main%20Features1 
Jun%202006?opendocument&tabname=Summary&prodno=3238.0.55.001&issue=Jun%202006&num=&view=> 
10 Australian Institute of Health and Welfare. (2008). Aboriginal and Torres Strait Islander Health Performance Framework, 
2008 report: Detailed analyses. Cat. no. IHW 22. Canberra: AIHW. 
11 Hayman N. (2009) Improving Indigenous access to a mainstream service: The Inala Experience: Working with Community 
Presentation at the AGPN 2009 conference <http://www.gpnetworkforum.com.au/call-for-abstracts/saturday-7-november-
2009> 
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identification, as well as a perceived lack of skill (at the practitioner and practice staff level) to 
manage the sensitivity of Aboriginal and Torres Strait Islander identification. Other research has 
identified that a disinclination on the part of Aboriginal and Torres Strait Islander patients to self-
identify was a key barrier in the uptake of HAs.12 Many Divisions have attempted to raise 
identification rates by increasing the role of AHWs, up skilling GPs, promoting resources to assist in 
the identification of Aboriginal and Torres Strait Islander people and improving cross-cultural 
communication. All of these approaches have been validated by research,13 indicating that many 
Divisions follow a line of best practice. Other validated approaches include increasing [Aboriginal 
and Torres Strait Islander] public awareness of the need for regular health checks, as well as the 
development of guides and ancillary resources and 1-on-1 training with health workers.14 
 
A number of other barriers were identified by Divisions including workforce shortages, the high 
mobility of the Aboriginal and Torres Strait Islander population, and a lack of patient transport 
facilities. Divisions also speculated that the MBS items may be under-claimed, due to a lack of 
administrative skill, bureaucratic impediments, and poor practitioner awareness of the presence of 
the items. Each of these areas offers opportunities for improvement by Divisions and the wider 
health system. 
 
Aboriginal and Torres Strait Islander health checks and assessments will be a critical aspect of 
closing the gap in Aboriginal and Torres Strait Islander life expectancy. As well as ensuring the 
checks are conducted, it is important that efforts also focus across time to repeat checks at the 
regular prescribed intervals as one-off health checks are unlikely to impact on mortality over 
time.15 
                                              
12 Kehoe H, Lovett RW. (2008). Aboriginal and Torres Strait Islander health assessments: Barriers to uptake. Australian Family 
Physician, 37 (12) 1033-1038. 
13 Britt H, Miller GC, Knox S, Charles J, Valenti L, Henderson J, Pan Y, Bayram C, Harrison C. (2003). General practice activity in 
Australia 2002–03. AIHW Cat. No. GEP 14. Canberra: Australian Institute of Health and Welfare (General Practice Series No. 
14). 
14 Meyers N, Couzos S. (2004). Towards equity through an adult health check for Aboriginal and Torres Strait Islander people. 
Medical Journal of Australia, 181 (10) 531-532. 
15 Calver J, Wiltshire A, Holman CD, et al. (2005). Does health assessment improve health outcomes in Indigenous people? An 
RCT with 13 years of follow-up. Australian and New Zealand Journal of Public Health, 5, (29) 107-111. 
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Appendices 
 
Appendix A ASD questions and NPI technical details 
 
Questions from the ASD used in analyses 
 
How was your Division involved in conducting any programs or activities to improve 
access to Aboriginal and Torres Strait Islander major health services? 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recruitment and retention of Indigenous staff 
Recruitment and retention of staff for Indigenous services 
Introduce Indigenous services to existing clinic/practice 
Participation in community projects 
Support development of Indigenous clinics 
Participation in Indigenous organisations 
Cultural sensitivity training 
Promoting Indigenous health issues 
Professional development for Indigenous staff 
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DGPP Access 2 National Indicators and technical details 
 
FOCUS AREA  ACCESS  
INDICATOR  DGPP Access 2  
The number of health checks and health assessments provided to patients 
of Aboriginal and/or Torres Strait Islander origin by general practitioners 
within the Division (compared to the estimated population in the area who 
could benefit from the health check).  
RATIONALE  Health checks are provided to ensure that Aboriginal and Torres Strait 
Islander people receive the optimum level of health care by encouraging 
prevention, early detection, diagnosis and intervention for common and 
treatable conditions that cause considerable morbidity and early mortality.
2
 
REPORTING GUIDE  Divisions will need to enter the results into the results table and provide an 
explanation in response to the data results.  
Numerator:  
The number of health check and health assessment services provided to 
patients of Aboriginal and Torres Strait Islander origin.  
Denominator:  
The estimated Aboriginal and/or Torres Strait Islander population in 
Division.  
DATA SOURCE  Numerator:  
Medicare Australia - MBS Items 704, 706, 708 and 710.  
Denominator:  
Australian Bureau of Statistics (ABS).  
GUIDE FOR DATA 
COLLECTION  
The Department will source the data and provide to the Divisions network.  
COMMENTS   
• A child health check (MBS Item 708) may be undertaken for an Aboriginal 
and/or Torres Strait Islander person who is 0 to 14 years of age (inclusive).  
• An adult health check (MBS Item 710) may be undertaken for an 
Aboriginal and/or Torres Strait Islander person between 15 years and 54 
years of age (inclusive).  
• A health assessment (MBS Items 704 and 706) may be undertaken for an 
Aboriginal and/or Torres Strait Islander person who is at least 55 years old.  
 
Frequency of health checks:  
• A child health check may be provided every 9 months.  
• An adult health check may be provided every 18 months.  
• A health assessment (55 years and over) may be provided every 12 months.  
 
ASSESSMENT GUIDE  In assessing the results for this indicator, the possible area of improvement is 
an increase in the number or proportion of Indigenous people who have had a 
health check.  
HISTORY  Version No  Date  Brief Description of 
Revision  
DGPP Access 2: The number of health checks/health assessments provided to patients of Aboriginal and/or 
Torres Strait Islander origin by general practitioners within the Division (compared to the estimated population 
in the area who could benefit from the health check). Reporting periods are 1 July 200X to 31 December 200X 
for 6 month reporting and 1 July 200X to 30 June 200X for 12 month reporting. 
Patients of Aboriginal and Torres Strait Islander 
Origin  
Estimated Aboriginal and Torres Strait Islander 
Population in the Division  
Child health 
checks  
(708)  
Adult health 
checks  
(710)  
Health 
assessments 
(55 years and 
over)  
(704 or 706)  
Children  Adults  Adults 55 years and 
over  
Number  
Percent  100  100  100  
Explanation of results:  
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Appendix B Data 
 
 
Table 3 Proportion of Aboriginal and Torres Strait Islander population receiving health 
checks across Divisions of different levels of rurality 
 
 CHCs AHCs HAs 
Metro Divisions  5% 5% 9% 
Metro-rural Divisions  9% 8% 14% 
Rural Divisions  7% 7% 13% 
Rural-remote Divisions  9% 7% 14% 
Remote Divisions  13% 11% 21% 
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Table 4 Average number of Aboriginal and Torres Strait Islander people in Division 
area, by Divisions’ delivery of Aboriginal and Torres Strait Islander PHC access programs  
 
Division program 
Program 
delivered 
Average number 
of Aboriginal and 
Torres Strait 
Islander children 
Average number  
of Aboriginal and 
Torres Strait 
Islander adults 
Average number of 
Aboriginal and Torres 
Strait Islander aged 
55+ 
No 1295 1887 275 Recruitment and retention of Indigenous 
staff Yes 2948 4392 594 
No 1327 1945 284 Recruitment and retention of staff for 
Indigenous services Yes 2473 3650 497 
No 1143 1684 244 Introduce Indigenous services to existing 
clinic/practice Yes 2463 3616 503 
No 1117 1680 242 
Participation in community projects 
Yes 2040 2974 418 
No 1191 1749 237 
Support development of Indigenous clinics 
Yes 2117 3115 451 
No 1536 2404 331 
Participation in Indigenous organisations 
Yes 1771 2496 360 
No 1245 1792 257 
Cultural sensitivity training 
Yes 2310 3453 484 
No 1064 1472 207 
Promoting Indigenous health issues 
Yes 1899 2826 400 
No 1501 2262 315 Assist in grant applications and project 
proposals Yes 1956 2784 403 
No 1119 1638 241 Professional development for Indigenous 
staff Yes 2438 3596 497 
No 1077 1602 232 Assist ATSI Health Services make optimal 
use of the MBS Yes 2243 3281 459 
No 1444 2248 314 Supporting ATSI Health Services in PIP 
accreditation-related activities Yes 2100 2852 411 
No 1171 1770 258 Supporting ATSI Health Services in 
immunisation-related activities Yes 2228 3223 448 
 
